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workers as well as MSM. We hope that
Sonia Gandhi’s presence at the AIDS
conference in Thailand is a step toward
official recognition of the issues inher-
ent to the epidemic.
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[Two of the authors and a colleague
respond:]

‘ ‘ T e thank Edward Mills for point-

ing out, in response to our arti-
cle on India’s HIV-1 epidemic,' that
men who have sex with men (MSM)
are contributing to the HIV-1 epi-
demic in India. We think there are
similarities between MSM and com-
mercial sex workers, but also important
differences.

In Andhra Pradesh state of India,
about 40% of both MSM and commer-
cial sex workers reported being cur-
rently married.” Similarly, 56% of
MSM and 47% of commercial sex
workers reported inconsistent condom
use with male partners and paid clients,
respectively.

But the sexual networks of commer-
cial sex workers matter more than
those for MSM in the growth of the
HIV-1 epidemic. First, male clients or
regular partners of commercial sex
workers are more likely to spread HIV-
1 further than are the wives of MSM. A
national behavioural survey of 85 000
adults in 2001° found that 12% of
males but only 2% of females reported
nonregular sex partners in the previous
year (for Andhra Pradesh, the compa-
rable percentages were 19% and 7%).
Second, the absolute number of com-
mercial sex workers in the country may
range from 5 million to 16 million.*
The absolute number of MSM is not
known but is probably lower. Thus, the
annual absolute volume of partners is
likely greater for commercial sex work-
ers. Third, it is likely that the variation
in sexual contacts among commercial
sex workers is greater than that for
MSM. The absolute volume of part-
ners and its variance are key determi-
nants of HIV-1 growth in mathemati-
cal models.’

We agree that more research is
needed on MSM populations, includ-
ing estimates of their size. If MSM are
married, then the epidemiology of
HIV-1 for this group and their part-
ners may differ from that of MSM in
Western countries. However, the
overwhelming control priority is peer-
based education on condom use, sex-
ual and general health, negotiation
skills and community collectivization
efforts for female sex workers.*
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Correction

In the third instalment of our series
about evidence-based medicine,' the
source of the qualitative classification of
kappa shown in Table 1 was incorrectly
cited. The correct reference is Sackett
DL, Haynes RB, Guyatt GH, Tugwell
P. Clinical epidemiology: a basic science for
clinical medicine. 2nd ed. Boston: Little,
Brown and Co; 1991. p. 30.
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